(4) Carcinoma of both Ureters, Secondary to Carcinoma of the Bladder Autopsy specimen from a man aged 52, who had had frequency of urination and some hematuria for eight months. A suprapubic cystostomy for inoperable carcinoma of the bladder had been performed elsewhere. There were metastatic deposits in all the tarsal bones and the bases of the metatarsals of the right foot. Autopsy, three months after operation, revealed extensive metastasis in the liver and the left suprarenal gland, and a massive growth in the bony pelvis. Dr. Trevor Shaw, who performed the autopsy, found the lower ureters passing into a mass of growth. In the specimen both ureters are seen to be enormously dilated, and to narrow abruptly several centimetres from the bladder. On the right side the wall of the ureter becomes extremely thickened, resulting in almost complete stenosis of the ureter. On the left side there is also some thickening in the wall at the site of narrowing, but no gross reduction of the lumen. There is extensive papillary growth in the bladder, with infiltration of the bladder wall. Histological examination showed carcinoma, grade 4, in the bladder and both ureters.
Comment.-It is usually believed that the ureters are resistant to tumour invasion. Often the lower ureter is compressed, but not invaded, by tumours. It is possible, however, that secondary tumours are often so small as to escape recognition. Eighteen examples of metastatic tumour have been recorded in the literature, nearly half of these being secondary to carcinoma of the prostate, and the others due to lesions of the cervix, bladder, stomach, breast, or urethra. The general impression seems to be that spread occurs by way of the lymphatics.
(5) Carcinoma of Bladder, with Obstruction at the Vesical Orifice and Extension up one Ureter Autopsy specimen from a man aged 55, who had first had haematuria nine years previously. Three and a half years before his death a large papilloma with a wide pedicle had been removed from the base of the bladder, after which he is reported to have been free from symptoms until five months before death. At autopsy an extensive papillary carcinoma was found, with considerable infiltration of the bladder wall and widespread glandular metastases. In the specimen the tumour is seen to have infiltrated across the front of the vesical orifice, causing a high degree of obstruction, as evidenced by the hypertrophy and trabeculation of the bladder wall and the great dilatation of the upper tract. The papillary growth has spread up the lower 2 cm. of the left ureter, and from its size it would appear that this orifice was patent, permitting reflux. The right ureter possessed a long uretero-vesical valve, but on this side the growth is present only on its vesical aspect. Histological examination showed carcinoma, grade 3.
Comment.-The spread of surface tumour up the ureter from the bladder is apparently very uncommon, though it is described by Ewing. Probably it would only happen when the ureteric orifice had become patent, which, however, is not an uncommon occurrence as a result of the treatment of the tumour itself, the ureterovesical valve being destroyed with the overlying growth.
I am indebted to Dr. I. A. B. Cathie for the histological investigation of these cases.
Ovarian Teratoma, invading the Bladder. A. W., a woman aged 64, was admitted to hospital, giving a history of cystitis four years previously. This had cleared up under medical treatment but had recurred three years later, and afterwards dysuria and the passage of gravel had persisted.
The urine contained pus, blood, and Bacillus coli. A skiagram of the urinary tract showed what appeared to be a typical vesical calculus, rather high up, suggesting a calculus in a diverticulum.
On cystoscopy, the stone proved to be a phosphatic cap on the ulcerated surface of a pedunculated tumour. The bladder was opened suprapubically and the stalk of the tumour was then found to be continuous through the bladder-wall with another tumour in the peritoneal cavity. The peritoneum was, therefore, opened, and the right ovary, containing the primary tumour, the communicating stalk with the surrounding bladder-wall, and the intravesical tumour, were removed in one piece. The bladder was drained and healed up some four weeks later.
Microscopical examination show,ied the tumour to be a typical ovarian teratoma, the part lying in the bladder being covered with transitional epithelium except wA-here capped by the stone.
Total Cystectomy.-ALEx X. EROC H E, F.R. C. S. The patient was a healthy-looking man aged 54 who had had slight heematuria one month previously, with a little penile discomfort. Four days before he was seen, he had had severe hoematuria with clots for two days; he then had had increased frequency of micturition, but no difficulty. He had not hadl any backache, and had not lost weight.
Cystoscopy showed an extensive, lobulated, shaggy, necrotic and infiltrating, sessile growth of the trigone, with much oedema, apparently involving both ureteric orifices and the internal meatus. The urine was clear and free from plus and organisms. The prostate felt normal but, above and external to its right margin, wAas a small pea-sized nodule (? gland, ? phlebolith) . The blood-urea was 49 mgm. ; a week later it was 25 mgm. The blood-Wassermann reaction was negative. X-ray examination showed nothing abnormal, except " phleboliths ", -hile uroselectan findings appeared normal, though there w%Aas much obscuring gas. 31.8.36: Bilateral uretero-colostomy was performed by a modified Coffey II technique, with Kidd's No. 8 knobbed implantation catheters; subsequently intravenous saline, mandelix, paraffin, &c., were given. The growth could not be felt at operation. 5.9.36: The patient had had some pain in both loins; the right catheter -which was no longer running well was removed, and two days later the left catheter w-as removed. Next day the patient's temperature was 104-4, pulse-rate 144, and blood-urea 124. On the following day he had a rigor, but the blood-urea fell to 86 mgm. After this the temperature became normal, and the blood-urea on succeeding days was mgm. 80, 65, 56, 43, 44, and 50, respectively. _23.9.36: Total cystectomy, together with removal of the prostate and vesicles, was performed, the bladder, in which a hard lump was felt, not being opened. Hard glands, the size of that of a filbert, were also removed from the inner aspect of each external iliac vein. The glands were separated towards the bladder, but there was no hard tissue between the glands and the bla(lder, and soon the glands lay loose and were separately removed. The lumps contained, respectively, one gland, and two glands, which had been replaced by encapsuled solid white growth. Microscopy of one gland showed it to be entirely replaced by transitional-cell carcinoma.
The patient received 14 applications of deep X-ray therapy, beginning on the seventeenth day after operation. Urinary control rapidly developed. He coniplained of pain in the right buttock, but skiagrams of the pelvis and the lumbar spine showed no evidence of secondary deposits. 29.10.36: The patient left hospital. A month later he w%Nas thinner, andI had more severe pain in the right buttock. Nothing abnormal, except ballooning, could be felt per rectum, but there was a mobile subcutaneous cherry-sized nodule to the left of the scar-no doubt the superficial expression of deeper recurrence. 1.12.36:
Two and a quarter months after the cystectomy the patient died apparently not from uraemia. There was no post-mortem examination.
Comment.-This case presents certain points of interest. The first is-with only one month's history of hoematuria-the advanced nature of the growth, surrounding all three bladder orifices, and involving glands on both sides of the pelvis.
